Differential development strategies of aged care support and continuity services in China, Japan, and Australia  by Chen, Zheng et al.
lable at ScienceDirect
Journal of Clinical Gerontology & Geriatrics 5 (2014) 36e41Contents lists avaiJournal of Clinical Gerontology & Geriatrics
journal homepage: www.e- jcgg.comReview articleDifferential development strategies of aged care support and
continuity services in China, Japan, and Australia
Zheng Chen, MD a, Yuetao Song, PhD a, Jia Yu, PhD b, Jintang Wang, PhD a,*
a Institute for Geriatric Clinic and Rehabilitation, Beijing Geriatric Hospital, 118 Wenquan Road, Haidian District, Beijing 100095, PR China
b Laboratory of Neurogenetics, National Institute on Aging, National Institute of Health, Bethesda, MD 20892, USAa r t i c l e i n f o
Article history:
Received 25 March 2013
Received in revised form
7 January 2014
Accepted 18 February 2014
Available online 20 April 2014
Keywords:
Aged continuity service
Aging population
Geriatrics
Healthcare
Medical services* Corresponding author. Beijing Geriatric Hospital,
District, Beijing 100095, PR China.
E-mail address: jtwang6@yahoo.com (J. Wang).
http://dx.doi.org/10.1016/j.jcgg.2014.02.004
2210-8335/Copyright  2014, Asia Paciﬁc League of Ca b s t r a c t
Facing the unprecedented ever-increasing healthcare demands of its aging population, Beijing municipal
government has been endeavoring to improve the continuity of medical services for the elderly in the
People’s Republic of China. In this article, a comparison of the healthcare services for the aged in China
with those in Japan and Australia was performed, indicating the feasibility in China of the Japanese
health insurance policy and Australian geriatric evaluation and management model of care. The prob-
lems associated with the current healthcare system for the elderly in Beijing were discovered and
analyzed. Possible strategies and speciﬁc measures that need to be improved are proposed by analysis
and utilization of the personal experiences of Japan and Australia.
Copyright  2014, Asia Paciﬁc League of Clinical Gerontology & Geriatrics. Published by Elsevier Taiwan
LLC. Open access under CC BY-NC-ND license.1. Introduction
The aged continuity service is a new care model and the core
concept of general/familymedical service, which is characterized by
the humanization and individuation of care for patients, forming
elderly services distinctive for their continuity, comprehensiveness,
coordination, and practicability. During the operation of continuity
service, several other features of general medical service can be
easily reﬂected and put into effect. Continuity service emphasizes
the ﬁxed doctorepatient relationship, and is divided into two
operation periods:1 the period of the disease, covering the preclin-
ical stage, clinical stage, rehabilitation stage, return to society, and
recurrence prevention stages; and the life period, referring specif-
ically to the life-long health services experienced from birth to
death. The objective of this service is to create a sound human living
environment, involving: (1) healthy birth and infant growth, to
ensure that aristogenesis is obtained; (2) healthy physical devel-
opment, involving preschool-to-adolescent healthcare, such as the
maintenance of mental health and physical exercise; (3) healthy
aging, involving middle-aged and aged chronic disease manage-
ment (such as control of some degenerative diseases) and healthy
longevity promotion. In China, the aged continuity service and118 Wenquan Road, Haidian
linical Gerontology & Geriatrics. Pgeneral medical service are both still at the initial stage of devel-
opment, and are confronted with many new problems caused by
poor laboratory facilities and supplemental examinations. In order
to promote the establishment of the aged continuity service in
Beijing city, Beijing Geriatric Hospital undertook a research program
in 2011 concerning “Strategies for aged medical continuity service
and its application in Beijing”, in which the differential service
systems were compared between China, Australia, and Japan.
To obtain the goals of this program, we performed a data analysis
on the basic situations of continuity services in three countries by
visiting Tokyo Metropolitan Geriatric Hospital, Japan, and the Uni-
versity of New South Wales and Melbourne Monash University,
Australia, to acquaint ourselves with their operation algorithms for
general medical service at different levels of geriatric institutions.
Meanwhile, by comparison with the Beijing elderly healthcare sys-
tem,we tried to ﬁnd theﬂaws and advantages of our aged continuity
service, and to establish basic strategies for the promotion of
municipal agedmedical continuity services in order to enact feasible
measures to enhance the health levels of the aged population.2. The status of aged healthcare services in Japan
2.1. The features of Japan’s population aging
Japan entered the aging society in 1970, as indicated in the 2010
population statistics in Table 1.2,3 Owing to the aging of theublished by Elsevier Taiwan LLC. Open access under CC BY-NC-ND license.
 
Table 1
Comparison of aged populations of China, Japan, and Australia.2,3
Year 2010 Japan Australia China Beijinga
Population (million) 126.536 22.268 1339.72 12.580
Area (10,000 km2) 37.7 768.2 960.0 1.68
Population density
(per km2)
336 3 140 749
Increase rate per
year (%)
0.07 1.33 0.57 0.0
Population aged
>65 y (%)
22.7 13.4 8.87 8.7
Life expectancy
(1995e2000)
Male (y)
Female (y)
80.1
87.1
79.9
84.3
72.1
75.6
79.1
80.6
a The ﬁgures for the household population number in Beijing.
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According to statistical data from the Japanese Ministry of Health,
the annual medical cost of 2008 was 34.8 trillion yuan, with an
increase of 2% over the previous year, among which the healthcare
fee for the elderly was 11.4 trillion yuan, accounting for one-third of
the national medical expenses. Entering the 21st century, Japan
faced a continuous economic downturn and population aging along
with a lower birth rate, which has become a very serious social
problem that needs to be solved by the Japanese government.4,5
2.2. Healthcare policies and regulations for the elderly in Japan
The Medical Affairs Bureau is a constituent of the Ministry of
Health, Labor, and Welfare, and has jurisdiction over the Medical
Affairs Departments located in the Health and Welfare Bureaus of
all provinces, which administer the respective medical healthcare
departments located in the Healthcare Divisions of the Health and
Welfare Bureaus in each city. The medical institutions serving the
elderly include geriatric hospitals, general hospitals, clinics (19
beds or fewer), dental clinics, aged care institutions, special nursing
homes for the elderly, nursing homes, and other medical facilities.6
In the 1950s, the Japanese government revised a famous law
called the “six codes of social welfare”, which has become the basic
law for social and medical welfare, including the Livelihood Pro-
tection Act, Child Welfare Law, Disabled Persons Welfare Law, Act
for the Welfare of Persons with Intellectual Disabilities, Act for the
Welfare of the Elderly, and Act for the Welfare of Single-parent
Families.
Japan’s medical insurance system is a mandatory insurance for
all Japanese nationals, which is divided into three types. The ﬁrst is
Labor Union Health Insurance, held by about one-third of the
population and covering the majority of enterprise and govern-
ment staff and their dependents. The second is Government-
managed Health Insurance, covering the staff in small- and
medium-scale enterprises and their dependents or immediate
family members. The third is National Health Insurance, covering
the self-employed and pensioners. The regulations related to the
elderly are mainly composed of the National Health Insurance Act,
Major Medical Expense Financing System, Healthcare Insurance
Act, and Healthcare for the Elderly System, all of which can ensure
medical treatment and healthcare for the elderly, give preferential
support for medical insurance, and provide a life nursing guarantee
at different stages from hospital to home by means of effective
healthcare linkages, in order to relieve family concerns about
retirement and pension issues.6
2.3. The healthcare system for the elderly in Japan
In order to signiﬁcantly improve emergency medical care,
emergency medical institutions and systems and informationsystems are to be established, all of which consist of three large
units: emergency medical delivery, medical treatment, and infor-
mation exchange. Delivery (from home to hospital) is to be done by
ﬁre agencies, and treatment is performed locally or in large- and
medium-sized hospitals. There are mid- and long-term care ser-
vices for the elderly.7
The mid-term care service is an intermediate service agency,
which falls in between the hospital and the nursing home or family
service, and belongs to general medical institutions. Aged patients
who ﬁnd it difﬁcult to take care of themselves and cannot imme-
diately return home after their discharge from acute care hospitals,
may follow the related regulations to be recruited to the elderly
healthcare institutions for rehabilitation and convalescence and
acquire their possible medical care. Since the implementation of
the 2000 Healthcare Insurance Act, the elderly healthcare in-
stitutions have been divided into two parts, namely healthcare
institutions for elderly nursing and restorative medical institutions,
to meet the needs of the elderly prior to returning home.7
Long-term care can be supported by nursing insurance, and is
generally divided into two parts: a lighter coverage, called subsid-
iary insurance (graded 1 and 2), and a heavier coverage, called
nursing insurance (graded 1e5). With the exception of personal
living expenses (such as for residence and meals), various forms of
care can be covered by these insurances. Care receivers need pay for
only one-tenth of the nursing expense, and amounts in excess of
one’s individual affordability can be subsidized by subsidiary in-
surance.5,8 This service is normally performed in various levels of
nursing institutions such as nursing homes.7
3. The healthcare service models for the elderly in Australia
3.1. Features of the elderly care service
Population aging is also becoming a prominent issue for the
Australian government, with increasing medical expenses that
even affect the government’s long-term ﬁnancial situation. After
many years of exploration, Australia has formed a set of relatively
complete elderly healthcare management models, featuring effec-
tive discharge planning, comprehensive geriatric assessment and
multi-disciplinary integration management for the elderly, all of
which provide the preconditions for the continuity of elderly
healthcare services.9
3.2. The geriatric evaluation and management model of care
The concept of the geriatric evaluation and management (GEM)
model9,10 was ﬁrst developed in Great Britain in the 1930s mainly
based on the work of Dr MarjoryWarren, who thought that general
hospitals should establish geriatric wards, and that a multidisci-
plinary and integrated assessment model could be used to improve
healthcare levels, shorten the duration of hospitalization, and avoid
unnecessary hospital stays. In the 1960s, the geriatric assessment
unit was ﬁrst established in Australia, followed by the establish-
ment of the long-term care department and geriatric department.
In the 1980s, the multi-disciplinary elderly care assessment team
was ﬁrst established and continually developed. The ﬁrst inpatient
GEM unit was established in 2002 in Royal Perth Hospital, Western
Australia, as part of the National Demonstrations Hospital Pilot
Phase 4 program, which examined the use of multidisciplinary
teams to manage and serve aged patients.11e13
In Australia, hospitals rated level 6 and level 5 that are equipped
with emergency rooms are required to establish an inpatient GEM
unit in order to early identify and minimize functional decline in
the elderly and reduce hospital costs by keeping lengths of stays to
a minimum. In rural areas, inpatient GEM units are established at
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located. In the community or family, rehabilitation and restorative
care programs are developed to support the GEM care service
model and ensure the implementation of home rehabilitation
programs in order to ﬁnd a timely and appropriate manner in
which to carry out continuity services after discharge. Use of the
transitional care services community service package is encour-
aged, and in communities the establishment of daytime treatment
centers (or daytime hospitals) and rehabilitation units is
encouraged.13
The key features of the GEM model include: (1) early diagnosis
and rehabilitation interventions for age-related diseases and
related syndromes; (2)management and care of the elderly in acute
settings; and (3) the recognition of interplay of co-morbidities and
aging conditions in acute settings. The purpose of the GEMmodel is
to reduce the length of hospital stay for the elderly; reduce the
inappropriate use of acute care hospital beds by reducing bed
blocking; promote functional recovery and reduce dysfunctions;
decrease the risk of deconditioning, hospital readmissions and
mortality outcomes; prevent the onset of pressure sores, decreased
mobility, and associated weakness and falls; stop the development
of delirium, incontinence, and malnutrition; and improve quality of
life for the elderly.12
The establishment of inpatient GEM units10 involves the
following steps: (1) a mutual understanding of the philosophy and
design of GEM; (2) the formation of a multi-disciplinary team
proﬁcient in the management and rehabilitation of age-related
diseases, including geriatricians, caregivers, social workers,
nurses, physiotherapists, and occupational therapists, plus other
professionals such as speech therapists, dieticians, podiatrists, and
psychiatric therapists; (3) the selection of the speciﬁc environ-
ments suitable for this model, which is required to visually and
psychologically separate the model from the current healthcare
service model of hospitals; and (4) the provision of necessary
equipment and the development of necessary training programs to
ensure successful model implementation. The guideline of in-
dicators for selecting and excluding appropriate GEM patients is
also well-established.
The GEM model links up with existing service processes.11,12
Regarding emergency department risk screening and comprehen-
sive assessment, patients enter the emergency department and
receive ﬁrst-aid treatment. At the same time, risk screening and
comprehensive assessment are performed to assess functional
decline in order tomake a diagnosis and create a treatment plan for
earlier discharge. Patients with rehabilitation potential should be
referred to the GEM unit. GEM patients suffering from acute dis-
eases, if necessary, should go to the emergency care unit for
appropriate life-saving/rescue treatment.
The personal enablement package is a short-term program to
provide a range of home services directly upon hospital discharge.
During the elderly person’s stay in a GEM unit, team members are
directed to conduct home visits to determine whether environ-
mental and social factors need to be improved for further home
rehabilitation after discharge. Operation strategy involves task
simpliﬁcation, examination aides and equipment, education on
self-management for chronic health conditions, and exercises to
reduce or eliminate the need for ongoing services or readmission
and prevent or delay functional decline. This is provided in the
home for up to eight weeks by an interdisciplinary team of health
professionals.14
For those who require long-term rehabilitation, discharge from
the GEM into the rehabilitation and aged care unit is one possible
pathway. At the completion of stay in the rehabilitation unit, some
aged patients may beneﬁt from attending a day therapy center
(currently termed day hospital) in the outpatient department,which can provide short-term, positive, and targeted multi-
disciplinary rehabilitation therapies for those aged patients.
The transition care services package is suitable for aged patients
who require longer slow-stream rehabilitation and a mix of do-
mestic and personal care in their own home. Its primary aim is to
prevent early admission into institutionalized residential care. This
service, which is accessed directly upon aged patients’ discharge
from hospital, can provide up to 12 weeks (18 weeks with exten-
sion) of continued rehabilitation at home. Patients who are not
suitable for home rehabilitation but require 24-hour care can enter
the residential transition care services.
Some aged patients are unable to beneﬁt from rehabilitation and
require permanent residential care. They may need to be trans-
ferred to more appropriate accommodations to await a suitable
vacancy, or they can be transferred to care awaiting placement.12,13
3.3. The perspective of the GEM model of care
The GEMmodel of care is an important component of Australia’s
aged care system, and its application is not targeted at aged pa-
tients with a particular disease or an age-related disorder, but is a
service for all age-related diseases and syndromes. This service is
based on a comprehensive assessment for the adjustment of
treatment and management programs to promote independence
and self-management of the elderly. It is characterized by multi-
disciplinary integration management and regular assessment,
along with the achievement of desired goals within a speciﬁc time
period. The GEM model has ﬁve key components, namely: a focus
on high-risk patients; evaluation and care centered on patient
service; a collaborative and interdisciplinary service process; a
diagnosis and care plan devised by geriatricians and general prac-
titioners; and processes based on continuous care services, and
active participation in the management and coordination of treat-
ment and care services.6
4. The status of healthcare services for the elderly in Beijing
4.1. The status and trend towards aging in Beijing
Following the trend of global aging, China entered the aging
society in 1999. Data compiled in 2010 indicate that the extent of
population aging in China is still lower than that in Japan and
Australia (see Table 1). Due to its large population base and high
expansion rate, however, China will soon become the most aged
country, with its aging population exceeding 400 million by
2050.15 Beijing city became an aging society in 1990, and by the
end of 2008 the aging population of Beijing reached 2.18 million,
accounting for 17.7% of its total population.15 Population aging has
become the focal point of attention from the public and local
government.15,16
4.2. Healthcare demands of the elderly
As age increases and physical functions decline, the elderly are
susceptible to a variety of chronic diseases and geriatric syndromes,
such as falls, chronic pain, depression, sleep disorders, pressure
sores, osteoporosis, and movement disorders. According to the
report issued by the Ministry of Health in 2001, 26% of people aged
65e74 years complain of a lower life quality caused by chronic
diseases, and 50% of those aged over 75 years suffer one or more
functional disabilities. Thirty percent of the elderly at home and
50% of hospitalized older people suffer from urinary incontinence,
with 1% of people aged over 75 years and 12% over 85 years being
diagnosed with senile dementia. The aging population is
consuming a large proportion of society’s medical resources,
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and 85% of long-term care beds. The ever-increasing medical needs
of the aging population require a corresponding growth of ﬁnancial
and social support.174.3. Current status of healthcare for the elderly in Beijing
Faced with the challenge of population aging, Beijing has
actively adjusted its public health policy and has been building a
medical service and healthcare system suitable for the elderly.
Steady progress has been made, though some shortcomings still
exist. In Table 2,5,9,12,13,17 we compare the current status of medical
services for the elderly in Beijing, Japan, and Australia.17
Many aspects of community healthcare have been improved in
China, such as drug price stabilization, family medical care man-
agement, chronic disease control, health promotion, and home
services. Despite this, community healthcare coordination with the
medical services is unsatisfactory, and no corresponding care in-
surance covers the gaps between life maintenance costs and med-
ical care costs for functional disability treatment for the elderly.
Elderly patients suffering from acute diseases are ﬁrst treated in
the emergency department, and then choose to go to the
insurance-designated hospitals for further hospitalization. The cost
of emergency treatment is covered by medical insurance or pro-
vided for free by the related hospital, which indicates some
advantage of Beijing medical services for emergency cases.Table 2
A comparison of medical services for the elderly in Japan, Australia, and Beijing.1,5,9,12,13
Japan Australia Beijin
Medical services Hospital service General hospitals, mental
hospitals and clinics (beds)
Hosp
sub-a
men
day s
Community and
home care
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home-installed hospital beds,
physical therapy and
occupational therapy
Hosp
servi
servi
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mult
phys
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Payment Hospital costs: 70% from
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local government.
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national government
 Nat
(Med
 The
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Long-term care
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Institutions and
patterns
Geriatric nursing homes,
geriatric healthcare facilities,
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Community family
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Exten
comm
aged
Payment Long-term care insurance: user
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60%
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user’Elderly with acute diseases often require a longer recovery time
to restore original functional status. The aims of mid-term care are
to use various integrated medical resources to optimally improve
the physical and functional activities of the elderly, to reduce un-
necessary frequent hospitalization, and to avoid disability and
decline in quality of life. Beijing has therefore launched a pilot
project to establish a system consisting of many rehabilitation and
nursing homes to meet the needs of the elderly.
The aged are characterized by co-morbidities, multiple organ
dysfunction, vulnerability to predisposing factors, and poorer
ability to engage in the activities of daily life. Aged patients there-
fore often need nursing, day care, material assistance, and other
special services provided by special workers. The elderly who can
take care of themselves can receive special care services at home.
Elderly with multiple chronic conditions such as dementia, move-
ment disorders and organ dysfunction, however, require long-term
healthcare, and should be referred to nursing centers. In Beijing,
some of them have to stay in general hospitals or homes because of
the insufﬁcient number of nursing centers. There is a shortage of
more than 20,000 beds throughout the city.
A hospice is a special hospital for people who are dying of
advanced cancers or other end-stage diseases, where practical and
emotional needs as well as medical needs are dealt with in order to
improve quality of life within their limited life time. Treatments in
hospices include symptomatic treatment, psychological interven-
tion, education about death, and functional maintenance and other
methods. All of these could also be carried out at home, in generalg
itals for acute or
cute diseases,
tal hospitals and
urgery wards
General hospitals, geriatric hospitals
and nursing homes
ital outreach
ces, family doctor
ces, community nurses,
tric evaluation by
idisciplinary teams,
ical therapy and
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beds, family doctor pilot program
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 Medical assistance for the elderly
 Free medical care
 Commercial insurance
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level)
Home for the elderly (Ministry of Civil
Affairs), nursing homes (Ministry of Health)
ded aged care at home,
unity services, community
care package
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ral government: community
project for the elderly.
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unity care tax for the elderly.
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life guarantee system for the elderly, social
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ward in Beijing was set up in 2010 at Beijing Geriatric Hospital, but
the hospice institutions in Beijing are far from meeting actual de-
mand from its ever-growing aging population.4.4. Basic strategies for setting up a continuous healthcare services
system for the elderly in Beijing
An aging population exceeding 2.35 million overburdens the
current healthcare system for the elderly in Beijing. Public health
issues like conﬂict between long hospitalization and shortage of
hospital beds, and the unsatisﬁed demands of mid- and long-term
care and the hospice services are becoming increasingly prominent.
It is imperative and urgent to rectify the built-in defects of the
current system, improve the continuity of healthcare services, and
optimize the ﬁnancial allocation and service efﬁciency of medical
resources in order to ensure that its senior citizens beneﬁt to the
maximum extent.18,19
Current healthcare resources in Beijing should be fully inte-
grated to construct a three-tier medical network for the elderly.
This should consist of urban and rural healthcare centers (stations)
within communities as the base component, geriatric hospitals
located in districts and counties as the mainstay, and geriatric de-
partments of general hospitals and Beijing Geriatric Hospital as the
driving forces. The functional orientation of medical institutions at
all levels should be clearly deﬁned. For example, the geriatric sec-
tions of general hospitals, geriatric hospitals at various levels,
nursing homes, and community healthcare centers should play
their own roles, but cooperation between these institutions is also
necessary, because a streamlined service model covering acute and
severe disease treatment, geriatric rehabilitation, long-term care,
hospice, chronic disease prevention and control, community and
home healthcare needs to be provided for the elderly. The devel-
opment of rehabilitation departments in various medical in-
stitutions and the construction of regional nursing homes should
be strengthened. Healthcare professionals should be encouraged to
deliver medical services to the homes of the elderly. Furthermore,
the people-oriented and patient-centered service concept should
be stressed in healthcare services for the elderly, embodying the
brand new model of biologyepsychologyesocietyeenvironmental
medicine.18
Geriatric sections in general hospitals or geriatric hospitals
should follow Australia’s GEM model, integrating clinical geriatric
specialists, nurses, caregivers, social workers, nutritionists, physical
therapists, occupational therapists, and psychiatric therapists into a
multi-disciplinary team proﬁcient in comprehensive evaluation,
management, and rehabilitation of age-related diseases. Speciﬁc
diagnosis and treatment units (including GEM) for stroke, de-
mentia, senile falls, senile incontinence, pain palliation, sleep dis-
orders, osteoporosis and osteoarthritis, geriatric rehabilitation, and
physical therapy, should be established.19
Standards for healthcare services for the elderly should be
speciﬁed, involving various aspects, such as housing conditions,
construction of obstacle-free facilities, provision of personnel and
equipment, procedures of out-patient attendance, criteria for in-
patient admission and discharge, comprehensive geriatric assess-
ment, digitalization of medical records within communities or
hospitals, long-distance consultation for healthcare, and family and
community-based rehabilitation. Unifying the management stan-
dards of healthcare services for the elderly will signiﬁcantly
improve the quality and efﬁciency of service delivery, facilitate
communication and cooperation between individual healthcare
institutions, and ultimately bring about maximum beneﬁt to the
elderly.Medical schools should design and initiate geriatrics courses,
educate and train geriatric professionals and grant them degrees.
Geriatric education and training could be strengthened among
existing health professionals, and continuing education bases for
geriatrics should be constructed. Caregivers in communities should
be trained to acquire the basic knowledge and skills that are
required to provide care for the elderly. Geriatric research should be
encouraged with adequate ﬁnancial support, to promote disci-
plinary development.
Endowments and medical insurance for the elderly should be
integrated, and care insurance for the elderly should be established
to support their hard-pressed lives. The framework of laws and
rules on healthcare for the elderly should be improved to guarantee
their legal rights and interests. Construction standards of medical
institutions for the elderly should be developed, and obstacle-free
facilities in these institutions should be fully provided so that se-
nior citizens can get access to medical services more easily.18,19
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